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expresses any special anxietv she may happen to be feeling for them, in this manner. With regard to treatment, erythrodermia is high on the list of conditions which are better not treated at all, at any rate locallv. One difficulty of course is that these patients generally feel the cold and are also intolerant of contact with bedclothes. I find that thev appreciate an arrangement of fracture cradles with electric light bulbs inside. I treated three cases, which I happened to have under mv care simultaneously, with liver extract and it made all of them very much worse. With the same series I tried every kind of diet I could think of, and came to the conclusion that they did much better if allowed to choose themselves what they wanted to eat including even alcohol. They usually have enormous appetites, and they react badly if restricted. I should like to know a little more about treatment by rest. I had a patient not long ago who was just beginning an erythrodermia and I advised rest. This did not prevent generalization, and after six months in bed he was not making any progress. He then announced that whatevcr happened he must go back to his business which entailed travelling up to town every day and standing in a shop. He did so, and within about four weeks the eruption had disappeared. One wonders if it is really worth while to rest these patients.
Dr. A. M. H. Gray:
The majority of these patients after a period of rest insist on going back to work. My own experience is that it does not make much difference wvhether they are in hospital or at work. Dr. P. C. P. Ingram: In cases of toxic dermatitis I attach considerable importance to the use of injections of calcium thiosulphate repeated daily for several davs or even longer if necessary. It is well tolerated and it seems to do a definite amount of good.
Dr. H. W. Allen: Most of the cases of erythrodermia due to idiosyncrasy to metalcontaining drugs are the result of the combined action of drug and pre-existing skin infection, the drug acting as a precipitating factor where, usually, seborrhcea is the preexisting condition. As for local treatment, calamine liniment, b.d., and some substitute for olive oil for the removal of scales, are practically a sine qtua nZoni. Increasing percentages of ichthyol are added to the liniment at a later stage if the pityrosporon is present.
Dr. John Franklin: I have recently had a man in hospital with N.A.B. dermatitis, and although he was quite ill, his appetite was phenomenal. The sister complained that on ordinary diets she could not give him enough to eat. Dr. W. N. Goldsmith: I wonder if it is the common experience that the vast majoritv of these cases of obscure erythrodermia are in men. There is a certain type seen in old men with great cedematous thickening of the skin. In one case extensive biochemical investigations were made on blood and urine but no explanation was found for the cedema.
In this and several similar cases most benefit was derived from injections of salyrgan. Perhaps in these old people there is some deficiency in the action of the kidneys. THE TREATMIIENT OF HERPES RECURRENS Dr. Hugh Gordon: Herpes recuLrrens is a condition with a known xetiology-a virus. Virus diseases as yet do not respond to known immunological rules, and therefore although we might expect to have a specific treatment, none has yet been firmly established. Mlost of us will remember some six years ago a most interesting paper by Dr. Brain at Sheffield on specific desensitization in herpes recurrens. The methods he reported seemed too complicated for routine treatment of the disease, and I fear that I have no data on this subject which I would care to record. I hope, however, that some other members wvill be able to tell us of their experiences in producing active or passive immunization.
Ordinary Jenncrian vaccination has long been recommended as a treatment. Mv experiences in this respect are disappointing. One case previously unvaccinated appeared to be cured, though her reaction was worse than the disease. Three others previously unvaccinated did not benefit. I tried a small series on those previously vaccinated bh repeated small vaccinations without any success.
There are, I think, some more or less well-marked clinical types of the disease. Since the virus factor is presumably the same in all of them their different characteristics may bring to light independent activating factors which might be of some importance in treatment. They are thus worth considering.
I would classify these types as follows:
(1) Herpes recurrens of childhood.-The lesion is usually localized to approximately the same area of the cheek. It occurs usually once or twice a year from the ages of 3-12 years. It appears to cure spontaneously at about the time of completion of the second dentition.
These facts might suggest some association with the second dentition either from infective or pressure causes. I do not believe that this has been proved. Personally I have found no benefit from referring these cases to the dental surgeon.
(2) Herpes recurrens facialis of adults.-The lesions in this group are usually round the lips or nasal margins, and more rarely on the cheek. Attacks occur from intercurrent infections, most typically the common cold. They may, however, be associated with no obvious activating causes. I have been struck by the frequency with which young women complain that the herpes occurs on the eve of some important social function. It may be considered fanciful to suggest a psychological background in these instances. I feel, however, that this is at least possible.,
In other patients climatic factors are important, such as a cold wind, or sudden exposure to strong sun, i.e. the first few days of a Swiss holiday.
(3) Herpes recurrens genitalis.-In males, penile lesions are rarely so recurrent that they come for treatment on this account. In my experience trauma, chemical irr4ants, and psychological reasons such as a guilty conscience may be presumed to be factors in producing the eruption.
In women, herpes recurrens occurs on the buttocks, and I have noticed occasionally a tendency for the eruption to be associated with the monthly period. In a few instances it disappeared with gynaecological treatment.
Before discussing treatment in general, one must emphasize that the disease is benign -the eruption usually lasts a week. On the face it is a cosmetic blemish which at the worst can leave a faint scar. Therefore no treatment is justified which is dangerous.
Treatment can be considered under two headings: (1) general; (2) local.
General treatment.-It is established beyond doubt that the virus has a high biotropic index. Its activities are frequently exalted by intercurrent infection, the common cold being the classical example. Other infections are, of course, well known to be capable of producing the disease. Under these circumstances it wpuld be logical to coiiclude that focal sepsis might be a factor. In my experience results of treatment from this aspect have been very rarely successful. It remains, however, true that if one can prevent the patients from having colds, one can frequently greatly diminish their attacks of herpes.
Vitamins have been in vogue for the treatment of this disease, as in many others.
Vitamin C was reported to be specific in some American publications some years ago.
I well remember a chronic case of twenty years' standing whom I had treated unsuccessfully, who claimed to be cured by taking betaxan. I have been unable to repeat this success by giving vitamin B or any other vitamin. My experiences with drugs such as arsenic have been similarly unsuccessful.
Local treatment.-X-rays are bv far the most effective treatment, though the proviso of no risk is specially applicable. Their action is presumably to increase the, resistance of the epidermal cell to the virus, and they are more effective the more localized is the lesion to one area. I would welcome suggestions as to the most effective technique. In my experience treatment has to be minimal and is usually better filteted through one or even two millimetres of aluminium. Three doses of 100 R. should pro-definite benefit is obtained, the course can be repeated once every year up to a total of 900 R. for any one area, spreaa over three to four years. All other local treatment is palliative and does not pretend to be preventive. Dabbing the early lesion with spirits of camphor or eau-de-Cologne is usually recommended. I am indebted to Dr. Clara Warren for the suggestion of 1 / 1,000 adrenalin. If the lesions do not dry up quickly or tend to become purulent, they are best treated on the lines of impetigo, since secondary infection is common.
Dr. J. D. Rolleston: This subject has interested me for many years. In 1907 [1] I wrote a paper on herpes facialis in diphtheria in which I made the observation that herpes occurred in 4% of diphtheria cases, and in 1910 [2] I wrote on recurrent herpes in scarlet fever which I found to be present in 6-5%. What I should like to know is why herpes recurrens should be so frequent in certain infections and so rare in others. The cases in which herpes recurrens is frequent are cerebrospinal fever, malaria, and pneumonia, but in typhoid fever it is practically non-existent. I have brought up to show to the Section the illustrations of two cases of herpes recurrens in the acute stage of diphtheria [these were handed round]. One of these was reported by Dr. C. I. Wright [3] on herpes recurrens accompanied by bulle, in a girl of 8 years of age who during the three previous years had had attacks of herpes recurrens. The other was a case which I showed in the Children's section [4] of a boy aged 13, who during the acute stage of diphtheria developed herpes, and had had numerous attacks of herpes recurrens previously.
cases of recurrent herpes successfully by inoculating the serum from a young herpetic lesion on to some site in the arm. I have tried this method in a few cases and, much to my surprise, two or three of them did " take " and the patients stated later that thev had been clear for two to three years afterwards. It is essential to use the serum from a perfectly fresh vesicle.
The President: It is some years since I had the opportunity of treating a case of facial herpes recurrens by the auto-inoculation method, and in that instance the result was dramatic. Some three days after the primary inoculation in the forearm a typical herpetical vesicle developed in situ, and from this I inoculated the other arm with a similar though less active response. A third transfer proved negative. Each inoculation was carried out intradermally. To minimize the risk of coccal infections an early vesicle, containing the presumably more active virus, should be secured. Goldsmith (" Recent Advances in Dermatologv ", p. 377) quotes the classical case of Plesch, who cured himself by this means, and refers to an extensive series of successful results published by Hruszek, Derm. Zeit., 1933, 68, 27 (Abs., Brit. J. Dermat. & Syph., 1934, 46, 296).
Miss Lewis: I have tried auto-inoculation, but could not obtain a vesicular response. I have also prepared and used a formalized guinea-pig vaccine in a small series of cases, but for a true assessment of the value of these methods, a properly-controlled, large-scale investigation is indicated. Dr . F. W. Jacobson: In some patients this herpetiform rash gives the appearance of erythema multiforme. A well-known causative agent is phenolphthalein, and nine-tenths of all the purgative drugs on the market contain phenolphthalein.
Dr. Elizabeth Hunt: I had a case of severe herpes recurrens on the face in a hospital sister, due to sepsis at the apex of one of her canines, completely cured by extraction of the tooth. So far I have not come across any case of recurrent herpes of the female genitalia at the menstrual periods. I have had one case of repeated attacks on the lip at the periods and think a possible reason for this association may be the occurrence of subnormal temperature in the day before a period. Herpes of the lip often follows exposure to cold winds and chills.
Dr. F. Parkes Weber: The literature does not seem to be suggestive of any great frequency of herpes simplex recurrens, but if physicians who were mostly treating cases not dermatological, had collected statistics regarding patients who had casually mentioned that they also occasionally had an attack of recurrent simple herpes, one would be astonished at the relative frequency of the ailment in question, including, of course, recurrent herpes of the penis and prepuce in men, recurrent gluteal or fernoral herpes in women, as well as recurrent herpes of the lips and other parts of the tace.
